Many organizations have embraced and implemented the daily organizational safety huddle as a model to share critical information to improve the overall safety of their environments. 5, [8] [9] [10] Staff members, leaders, and other providers routinely pause for safety on hospital nursing units and in procedural areas (eg, the OR) when unit huddles, patient and shift hand overs, and procedural time outs occur. 10 Despite having robust models and options for interaction, staff members in complex hospital systems still may become isolated in their own units and facilities. As a result, these staff members may be at risk of focusing only on their own situations and having difficulty seeing the big picture for patient safety. 10 
DAILY ORGANIZATIONAL SAFETY HUDDLES
Events or disruptions that occur in the emergency room, short-stay unit, postanesthesia care unit (PACU), or intensive care unit can negatively affect perioperative nursing care. Events occurring in the pharmacy, materials department, environmental services department, or most any other department also could affect patient care in the OR. Events occurring in the OR (eg, delays in procedures caused by admitting personnel not being available to check in morning patients, steam system malfunction affecting sterilization of instruments) can affect patient care on a nursing floor. Nurse awareness of the safety events, near misses, and follow up for patient care events in any facility department can help prevent patient harm in the OR and other care areas. Organizations can help facilitate communication, information sharing, and situational awareness for patient safety on a broader scale across an entire organization or enterprise using daily organizational safety huddles in the form of a phone call or stand-up inperson meeting.
Situational awareness is described as a person's ability to examine his or her environment and process information on a deeper level to gain an acute understanding of adverse elements that may affect goals and desired outcomes. 10 Lack of solid situational awareness in health care has been found to be a contributing factor in human error. 11 Daily organizational safety huddles that are designed to help multidisciplinary facility team members proactively identify gaps in patient care are an effective strategy to expand integrated situational awareness across an entire enterprise. 4, 9, 12 Researchers consider these huddles critical for communication 10, 13 and note that the huddles can help to identify issues that have occurred within the past 24 hours or that may occur within the next 24 hours and could negatively affect patient safety and care. 13 Daily organizational safety huddles provide a platform to elevate clinical and operational concerns that could affect or be disruptive to patient or staff member safety. 5, 12, 13 Leaders can dynamically and proactively allocate resources in real time to address and solve potential disruptions that could become patient safety issues when they understand the factors on a global and integrated scale that are disruptive to patient care across the organization. 4, 5, 10, 12 With intentional situational awareness, leaders are able to connect the right people at the right time to address and resolve safety concerns in real time. 13 
Culture of Safety
Members at all levels of an organization-from executives to frontline staff members-should be committed to collaborating to solve safety issues and create a culture of safety. When organizational and unit leaders encourage the development of a blame-free environment in which staff members feel empowered to report errors and near misses, they can create opportunities for discussion and positive changes that help improve safety. 14, 15 A qualitative study by Goldenhar et al 10 suggested that daily organizational safety huddles serve as catalysts to focus on improving communication throughout an organization and can improve the overall culture of safety in an organization. The researchers found that the quality and quantity of information shared was enhanced and that participants had improved accountability, empowerment, and a sense of community with collaboration. The members of the organization studied were able to proactively identify systems issues (eg, recall of a patient care item, an acute supply-and-demand issue) and, more importantly, worked together to help prevent harm. Huddles allowed creation of a shared vision; examples of circumventing harm included preventing medication errors and minimizing competition for resources (eg, patient beds, staff members). 10 The researchers noted that huddles provide an effective platform for frontline staff members and leaders to articulate concerns and critical information affecting safety. 10 Menon et al 9 studied using safety huddles to address electronic health record (EHR) concerns in a single midsized tertiary-care facility for one year. During the course of this study, the authors reviewed 249 days' worth of huddle notes and identified 3,270 safety concerns, 245 of which were EHR-related. Only the EHR concerns were studied in depth and were found to be related to functionality of the EHR software, the entire software application, and the hardware system. This study helped validate the usefulness of the huddle to improve reporting of safety concerns and improve patient outcomes. 9 Using daily organizational safety huddles and improving the culture of safety also align with organizations that are on a journey to creating a just culture. The concept of a just culture is grounded in the philosophy of creating an environment in which employees share information about errors without fear of blame and punishment, with the goal of ultimately improving the safety and quality of the environment. 16 In a just culture, the focus shifts from the errors and outcomes caused by the individual to understanding system designs and process failures that may have contributed to the errors and outcomes. 16 Individuals are held accountable for their actions, but they are not blamed when the process fails. Daily organizational safety huddles build on the just culture's blame-free environment by providing an additional avenue for sharing and learning that focuses on patient and staff member safety.
The Joint Commission recommends that health care organizations work to transform themselves into highreliability organizations (HROs). 15, 17 Following the example of HROs in other industries (eg, nuclear industry, aviation), hospitals can learn to model the same "collective mindfulness" that allows staff members to identify and report issues and reduce failures. 10, 15 The goal of HROs is to prioritize safety as an organization and commit to continuous improvement. 4, 15, 18, 19 Organizations that successfully implement daily safety huddles and the concepts of a just culture should be on their way to improving patient safety and achieving HRO status.
Blueprint for Success
Daily organizational safety huddle success is dependent on organizational leadership support and developing standard work to accomplish the tasks of the huddle without wasting any resources. 20 Standard work is the "best current method for how work tasks are done with the least amount of waste." 20 Before a facility develops a plan to implement daily organizational safety huddles, several key factors related to standard work should be considered, including
• leadership support, 3, 4, 8 • establishing the "why," 4, 8, 9, 12 • timing, 4, 8, 12, 13 • scripting, 12,13 and
• determining how follow-up items will be shared and resolved. 3, 4, 8, 9, 12, 13 Having standard work practices for daily organizational safety huddles minimizes participant confusion and keeps the daily huddle brief and organized. 4, 12 Leadership support
It may seem daunting to perioperative and other organizational leaders to have an additional calendar commitment on their daily schedules, and the number of departments attending the huddle may be overwhelming at first. Organizational leadership support and engagement are vital components for successful daily organizational safety huddles.
3,4,8,13
The role of leaders in the safety huddle is multifaceted. The leaders in the organization can help to establish patient safety as a top organizational priority by removing barriers, providing essential resources, and "connecting the dots" for those in the huddle. These leaders should model facilitation and listening skills to all individuals in the huddle so the discussion can move forward. 3, 13, 15 Organizational leaders should possess an overarching awareness of how the hospital or organization functions as a whole and how each department connects to others, which will allow them to ask the right questions to determine patient safety issues and concerns. 8, 10, 13 Leaders can promote successful daily organizational safety huddles and obtain buy-in from key stakeholders across an enterprise when they clearly define the "why" behind the huddles. One strategy organizational leaders can use is to articulate and highlight how each department contributes to protecting patient safety across the care continuum 8 in a blame-free environment. 9 Daily organizational safety huddles provide a structured process to enhance open communication across an organization to address patient safety issues quickly and proactively and prevent recurrences of safety issues and concerns. 4, 8, 9, 12 Providing examples or categories (eg, staffing, safety, environment, throughput) can help huddle participants begin to think of the types of issues they would share during a daily organizational safety huddle. High-level questions to pose during a daily organizational safety huddle include the following.
• What are the items, events, and concerns that will cause a disruption in patient care?
• What are the items, events, and concerns that need support from a different department to resolve?
• What are the items, events, and concerns that are happening in the department that will affect patient care as patients move through the continuum?
Timing
Daily organizational safety huddles should occur at the same time each day and should last no longer than 15 minutes. 4, 8, 9, 12 The entire organizational team will have a clear understanding of the expectation of the huddle and attention can be focused on patient safety discussions when there is a consistent and established huddle meeting time. 4, 13 The brevity of the huddle keeps health care workers engaged while important safety issues are discussed. 9, 13 It also is important to recognize that detailed problem solving or taking a deep dive into the issues or concerns identified does not occur during the huddle but after, 13 when the issues and concerns have already been identified and process improvement work can start immediately. 12 
Scripting
The daily organizational safety huddle should have an identified facilitator and should be structured to follow the same format every day. 12 The focus of the huddle should be to identify safety or quality issues from the past 24 hours and any anticipated issues in the next 24 hours. 12 When facilitators follow a scripted framework or agenda for the daily organizational safety huddles, variability is decreased and coordination of this important communication platform is enhanced. 4, 8, 12, 13 Sidebar 1 lists an example of scripting that the leader facilitator could use for the huddle.
Follow-up
After the huddle, the leader facilitator should send out meeting minutes from the daily organizational safety huddle to all departments that were present. Team members will have a better opportunity to understand the patient safety and quality concerns of their organization and follow up on any issues affecting their department by having a written copy of the meeting minutes.
13 Table 1 lists the different departments that could be included in a daily organizational safety huddle and offers example minutes that the leader facilitator can provide to attendees after the huddle.
PERIOPERATIVE BENEFITS OF DAILY ORGANIZATIONAL SAFETY HUDDLES
Events or disruptions occurring in other departments may affect perioperative nurses, and certain situations in the OR may affect other departments. Some examples of patient safety concerns and issues identified by other departments in daily organizational safety huddles that directly or indirectly affect care for the surgical patient could include the following.
• The sterile processing department representative reports that a sterilizer unexpectedly out of service for repairs is delaying procedures.
• The information technology department representative shares information regarding a glitch in the EHR 
Closing Script
• "Is there anyone in the huddle who did not report?" • "Is there anyone who needs to amend his or her report?" • "Notes from today's meeting will be sent out shortly. Please make sure to assist your coworkers and attend to your follow-up items as necessary."
Huddle Rules and Reminders
• When calling in to a huddle, call in five minutes before the start time and place the phone on mute to prevent audible interruptions when other departments are reporting.
• When calling in to a huddle, remain on the line until the call is completed to prevent audible interruptions while other departments are reporting.
• Avoid the use of private patient information when possible.
• If you are unable to attend the huddle, you are responsible for assigning a designee in your place.
• Follow roll call order.
• When your report is complete, or if you have no issues, please say "I have no other issues to report." This will be the next participant's cue to begin his or her report.
• All problem solving should take place offline after the huddle. • The pharmacy representative reports a recall of the entire supply of 3,000-mL normal saline bags or a pain medication shortage; staff members should use alternative medications in the interim.
• The facilities department representative reports that both patient transport elevators are unexpectedly out of service.
• The laboratory and environmental services department representatives share that they have a large number of staff member absences affecting the services they are able to provide; the interim plan is to prioritize patient care needs.
• The materials management department representative reports that sterile specimen cups are still on backorder and shares the substitutions that staff members should use during this time.
• The radiology department representative reports that the magnetic resonance imaging machine is out of service for the next week.
• The house supervisor or bed coordinator shares that at present there are no inpatient beds available for morning admission surgical patients, so patients will need to stay in the Phase II area until beds become available.
Examples of OR safety concerns and issues identified in daily organizational safety huddles that directly or indirectly affect care for the surgical patient in other departments could include the following.
• There are two patients with the same name on the surgical schedule and they are both undergoing total knee surgery today.
• The humidity in three of the ORs is out of range and the rooms have been closed, which affects the surgical schedule.
• The surgical robot scheduled for four procedures is malfunctioning, causing a delay in the surgical schedule until the issue is resolved.
• Three trauma surgeries are in progress and will require intensive care unit beds, and three more emergency services will need to begin within the next two hours.
• At the time of the call, the OR is projected to have 10 surgical procedures after 5 PM and 5 surgical procedures after 7 PM today.
• Surgeons are requiring overnight PACU stays for four patients on the schedule; however, the night shift PACU RN has called in sick.
Although not all topics discussed in a daily organizational safety huddle may affect every department, the huddle allows attendees, including perioperative leaders or team members, to develop a deeper understanding of situations across the organization that could affect the care delivered to surgical patients.
CONCLUSION
Daily organizational safety huddles provide an opportunity to improve communication between departments and allow organizations to allocate resources proactively and problem solve in real time. Organizational leaders can use the information provided in the huddles to help identify and resolve potential safety issues in a timely manner, thereby improving patient experiences and outcomes across the organizational continuum. These safety huddles should become a priority for perioperative leaders and staff members because they provide an important platform for interdepartmental communication and coordination of resources. The value of the daily organizational safety huddle can be fully realized when organizations are able to disseminate the information throughout their hospital and enterprise effectively. When team members are able to identify issues and create meaningful solutions in a timely manner, organizations have created an environment in which frontline staff members know that their concerns are being heard; this in turn makes them more likely to report issues in the future. By using the information gathered in daily organizational safety huddles, organizations are able to address safety concerns quickly and identify trends and opportunities for improvement.
